INTRODUCTION
A nurse practitioner was added to a small industrial company's health service. As a result of the nurse's assessment and treatment skills, increased professional relationship with physicians for referral, knowledge of light duty availability, enhanced relationship with the industrial rehabilitation .division, knowledge about the employees and accident prevention, and provision of health teaching, absenteeism was reduced and the company realized an average savings of $3,621.00 per month (Coward, 1981) .
Are occupational health nurses generally seen as a means of cost containment by management as in the above example, or as a cost liability? As the current economic conditions continue to depres s commercial and industrial development, many nurses may find their own jobs are in jeopardy due to cutbacks. Are occupational health nurses seen as making an impact on the potential productivity of labor, and if not, how can they demonstrate and communicate their contributions to the responsible decision-makers? If occupational health nurses don't improve their own visibility and accountability, no one else is going to do it for them .
All too often, nurses who work in isolation from one another in business and industry feel less powerful than their counterparts who work in groups in traditional health care settings. Subsequently, they might experience their efforts in a more dilute fashion , and have difficulty translating what they do into language that is meaningful to management. A facile understanding of a number of concepts can assist the nurse to take charge of self, so to speak , and subsequently increa se one 's relative visibility in the company. These concepts include power, system s analys is, planned change, and evaluation . ty to others' expectations of us frequently entails giving up our own personal power; that is, power that emanates from within and is used as one 's own personal guide.
Old concepts of power are responsible for much of our fearfulness: • Power resides in the hierarchical chain of command in corporate structures (Harragan, 1977) . • "...the abil ity to influence others through the use of rewards and punishments" (Hall & Weaver, 1977) .
These can smack of manipulation and a win/lo se orientation to those of us whose service orientation conflicts with such tactics.
Consider, however, some of the newer paradigms of power that are emerging as a result of a newer consciousness: • ".... power is energy used in service to life" (Ferguson, 1980) . • Power is limitless and is used to facilitate (Schaef, 1981) .
• "Power is the process whereby energy is received from the environment, channelled, and transformed by the individual and sent on to affect the outside world" (Waters, Rothaus, Mott, & Rancour, 1982) .
Certainly these are definitions with which one can live, primarily because they are empowering not only to self, but also to others. Our very own personal power is generated through positive thinking (We are what we think), realistic goal-setting and self-evaluation. Any strategy designed to keep us centered is an automatic personal power generator (e.g., meditation , exercise, prayer, etc.).
Interpersonal power as an extension of personal power then is merely a communication to others of our own internal processes. Empowerment of others , be they other nurses, clients, etc., occurs through self-disclosure, effective feedback, and motivating reinforcement.
Organizational power derives from effective managerial (task) skills and leadership (people) skills. As individuals we can strive to become more comfortable with our own personal power, to feel more grounded in ourselves. When this happens, our ability to communicate this can be very empowering to others , as well as helpful in accomplishing organizational goals.
While we attempt in our work to transform dysfunction into function, and illness into health, so too must we remember that as we attempt to use right power, the settings in which we find ourselves are frequently operating on the basis of old win-lose paradigms of power. Let us also remember that powerlessness is very much related to burnout. It behooves us then to become more knowledgeable about these systems so that our own navigationthrough them becomes more effective and less "Pollyannaish."
SYSTEMS ANALYSIS
Since you can't tell the players without a scorecard, we need to become more savvy about office politics. Right power is impossible without information. One must not only survive if one is taking charge of self, but also one must contribute.
Nursing's special contribution to the work setting is the introduction of wellness. Planned change requires knowledge about the system to be changed. To remain politically ignorant renders us ineffective and powerless. Briefly, a system is made up of interdependent parts. Just as individuals are made up of different organ systems, and families of different members, so too are organizations composed of their special departments, divisions, etc. Useful information is gleaned by examining the structure and the process of the organization.
To identify structure, or the component parts, obtain a copy of the table of organization (T.O). Most bureaucratic or corporate structures are built on a very militaristic chain of command that is based on centralization of power and a pyramidal hierarchy. Line positions are those that tend to be promotable up the organization, while staff positions are those that tend to remain where they are. Organizational power resides in the line positions. Most occupational health nurses occupy staff positions so that they are operating from relatively lower power bases. The power differential can be substantially changed by (a) moving into a line position, or (b) extending our base of support into line positions. This is an example of the need to know about old power structures before one can hope to employ new power paradigms. If one's aim is to create a policy change, persuading a staffer is certainly less effective than persuading a liner.
Lines of authority are readily apparent in the T.O. Certain rules of behavior emanate from this system, such as never violating the chain or command, etc.
Size is definitely an important structural component as it determines the degree of specialization of the parts as well as how much resources are diverted from product or service units into system management (read "paper work"). Information which is critical then includes numbers of units produced, number of employees, and annual budget. (Do you know what percentage of your own department's budget you represent? You may be surprised!)
How formal is the structure? How rigid are its rules and policies? How stable is the organization over time in terms of rate of change? What is the pecking order and how does the grapevine function? Symbols reveal a lot about structure. Take a look at bulletin boards (out-dated, meaningless?), windows and who gets them, how one is paid (hourly or salary?), who lunches with whom and how (brown bag or out to lunch?), what the work location is like, how desks are positioned, office decor, proximity to others in power, territoriality issues, and what uniforms are 434 worn (as in the three-piece suit variety). Frequently the power implications in all these symbols are self-evident if one assesses them properly. Above all, one's nonverbal behavior is often the single most important variable in communicating one's position to others (eye contact, etc.).
Systems processes refer to how the system functions, that is, how the parts relate to each other. There are a variety of processes that systems use to accomplish their missions. What is the company's mission statement? Its goals? Objectives? (Take a look at the annual report.) Does the company's stated philosophy differ from its implemented one? We need to keep in mind that no matter what the company's stated goal is, its primary mission is to exist.
How are decisions made and who really makes them? Coercion (fraud and deceit)? Bargaining (quid pro quo)? Team-cooperative (common goals)? Legal-bureaucratic (invokes outside authority)? Gemeinschaft (invokes personal loyalty)?
How is conflict handled? Are there primary modes? Which do you use most frequently? Which do you need to use more often? • Competition (Some pieces of the pie are bigger than others). • Cooperation (Everybody gets an equal piece of the pie).
• Collaboration (The pie is made bigger). • Accommodation (Pie pieces are given away).
• Avoidance (You don't even know there is a pie!)
How is change handled? Is it mandated from above? Is there a management-by-crisismentality?Are those affected by any change invited to participate in its planning?
Is communication top-down only? How much of it is verbal vs. written? Formal vs. informal?
These questions and others like them can supply nurses with suggestions as to how to go about implementing change.
PLANNED CHANGE
We have all been unwitting partners and witnesses to episodes of change which resulted from drift, catastrophe, or mandate. Such changes frequently prove to be counterproductive, and result in low morale ("It didn't work for soand-so, it won't work for me") and negativity ("We already tried that and it didn't work"). Given the personal attitudes expressed in the statements, they are indeed accurate.
Planned change, on the other hand, is a systematic way of assessing, implementing, and evaluating a change so as to increase the likelihood of its acceptance and integration into the system. The nurse then becomes the change agent in collaborating with the system in ways in which both the nurse and the system are equally influenced by one another. (Note the deliberate absence of the "expert model" here).
There are numerous models of planned change. Perhaps one of the simplest, and therefore most effective, is that of Lewin's Force Field Model. Lewin (1951) postulates that every system is in a quasi-stationery state of dynamic equilibrium. This state is maintained by a set of driving forces which inhibit change. In order to provoke change, the change agent must increase the power of the driving forces (e.g., align oneself with like-minded pow-erful allies) and reduce the power of restraining forces (e.g., work to have an outmoded but crippling policy rescinded). Throughout this process, the nurse should not only expect resistance, but also use it to enable the change to occur.
Lewin identified three stages of planned change. The first is unfreezing, which signifies that there is a mismatch between old and desired patterns. The problem (and not just the symptoms) is defined as well as what the objective of the change is. Alternatives are generated.
The second stage is the actual change implementation in which those strategies and tactics are used to create the change. Some of these strategies might include assertive behavior, consciousness-raising techniques, confrontation, conflict resolution strategies, negotiation, etc. Nurses need to become more conversant with these tactics if they wish to effectively introduce changes into the system.
The third and last stage is that of refreezing, and thereby integrating the change into the system's new status quo. This requires an ongoing evaluation for the purpose of troubleshooting.
EVALUATION
Have you ever had a brilliant idea but could not seem to get it off the ground where you work? Better yet, could you never quite understand why?
We all have wonderful and innovative program ideas as means of introducing wellness into the work setting. However, the program itself has never been the hard part of programming. How can I sell it to the responsible decision-maker becomes the crucial issue.
Accountability and visibility are big issues for nurses these days. So you have a good idea you would like to see implemented. What will the people who say "no" ask you? Any proposal is firmly grounded in homework. An evaluation model can help to organize information in such a way that decision-makers can readily find it useful.
There are a number of evaluation models available. One such model is the CIPP model developed by Daniel Stufflebeam (1971) . It is an acronym for context, input, process, and product. Let's examine each in more detail.
Context evaluation is basically the needs assessment of the planned change. It defines the boundaries of the target population, and describes mismatches between what is going on and what ought to be going on. It examines newly emergent values which might influence the problem or its solution. Basically, it defines the problem and sets the goals.
For example, this past year 16 workers lost 42 days and $5,640.00 in sick pay and $22,000.00 in insurance benefits due to low back pain. The goal is to reduce worker absenteeism due to back pain by 50%.
Input evaluation refers to identifying those objectives and strategies that are specific and measurable, as well as to identifying all the necessary resources. For example, one objective might be to enroll workers with a history of back problems in an on-site YMCA healthy back clinic at a cost of $50.00/worker. Resources might entail a delineation of total cost, personnel, facilities, equipment, time, etc. OCTOBER 2002, VOL. 50, NO.1 0 Process evaluation begins from the commencement of any planned change and proceeds through its conclusion. It is a safety net of checks and balances, which detects or predicts defects in the design or the implementation of the change. For example, early detection of a poorly timed program may make it possible for more workers to participate if the time of day was changed. Why wait until a program is over before this is determined to be the cause of low utilization? Process evaluation provides periodic feedback to persons responsible for making decisions. Interim reports facilitate communication and maintain written records for future reference.
Product evaluation measures the outputs or results of the change against baseline data and analyzes the results.
For example, this year as a result of the healthy back clinic, ten workers lost 30 days and $3600.00 in sick pay and $10,000 in insurance benefits due to low back pain. The net savings to the company is $13,240.00. While the 50% reduction rate objective was not realized, enough merit was seen in the program to continue it for next year.
Such an analysis of the data provides information to decision-makers for choosing to continue, modify or terminate such changes. This kind of data coming from nurses also contributes to their enhanced visibility and accountability, thereby increasing their personal, interpersonal, and organizational sense of power. And after all, power is responsible for our sense of self-worth and personal effectiveness.
SUMMARY
That nurse pracntioner in the small company's health service knew what it meant to take charge of one's self. Taking charge of yourself means coming to grips with the notion that while power without sensitivity is blind, sensitivity without power is useless. It means that hiding in the nurse's office is not the way to make an impact on health in the work setting. It means that systems analysis, planned change, and evaluation models can be just as important to wellness of workers as thermometers and bandages. Taking charge of yourself can also be a personal adventure.
